I read with great interest the paper by Gassanov et al. [1] focused on the electrocardiogram (ECG) differentiation of takotsubo syndrome (TTS) and acute myocardial infarction (AMI), based on data from 82 patients with TS and 141 patients with AMI. The authors were able to provide a diagnostic 6-point TTS score from the evaluation patient set, which was found to be valid in the validation cohort tested at another hospital, with excellent sensitivity and specificity for the TTS/AMI differentiation. I was particularly interested in the performance of ECG QRS amplitudes in the frontal and precordial leads, which were significantly lower in the TTS as compared to the AMI groups, in keeping with previous work [2, 3] . As the authors specified, they have considered the first ECG which was obtained "within 4 h after symptom onset with the mean symptom-to-ECG-time of 3.5 h" [1] . However, often transient loss of QRS voltage in limb and precordial leads occurs in the second ECG in patients with TTS [2, 3] , and the authors may find interesting information by comparing the first with the second ECGs of their patients (particularly if the second ECG was recorded just a few hours after the first), although their objective was to create an ECG scoring system for the differentiation of TTS/AMI, to expedite decisions for further diagnostic testing (i.e., cardiac catheterization) and management [1] . Table 1 of the paper reveals that the evaluation group with a mean age of 68 years had a prevalence of diabetes mellitus (DM) of 13% and the validation group with a mean age of 65 years had a prevalence of DM of 11%, with the corresponding prevalences of DM for the patients with AMI being 47 and 37% [1] . These prevalences of DM in patients with TTS are in keeping with previous work [4, 5] suggesting that the prevalence of DM is lower in patients with TTS, than the one in the general population. In this vein, I will appreciate information provided by the authors about the prevalence of DM in subjects aged at mid-to late-60s in the territories surrounding Cologne and Gütersloh, Germany.
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